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CHAPTER I
BACKGROUND OF THE STUDY
Providing quality care for the increasing number of people being
admitted to hospitals for surgical procedures should be a goal of every
health team in every hospital. One of the essential duties of the health
team is to prepare these patients, both physically and psychologically,
for their surgery. The nurse, as a member of this team, has a very
significant role in preparing the patient for surgery.
The importance or value of preoperative preparation has been recog­
nized for several years. The medical literature contains dozens of
articles on preoperative teaching or preparation. The content and
methods of the preparation vary quite widely however. Basically, this
varied content and methodology can be broken down into three categories
or goals; to reduce the unknown, to reduce anxiety, or to reduce both 
the unknown and anxiety. Anxiety may be decreased by reducing the 
unknown, but I feel the combined goal of reducing both the unknown and 
the patient's anxiety is the most effective preparation. Meeting the 
individual needs of each presurgical patient, explaining what is unknown 
to him, and working with his anxieties, would achieve this goal. The 
physician and the nurse should work together in identifying and meeting 
these presurgical needs.
NEED FOR THE STUDY
Many hospitals do not have a consistent preoperative teaching 
program even though the value of such a program is well documented.
1
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Studies have shown that with a regular and systematic program of preop­
erative instruction, postoperative complications such as atelectasis.
pulmonary emboli, thrombophlebitis, nausea and vomiting, and pain can be
reduced (Dumas, 1964, p. 81; Healy, 1968, p. 67; Lindeman and VanAernam,
Since the incidence of these compli-1971, p. 330; Park, 1972, p. 38).
cations is still fairly high, and since many hospitals do not have a
uniform preoperative instruction program, research in this area should
Preparing surgical patients in group classes has been done incontinue.
This has the advantage of being consistent and efficient.a few hospitals.
I think this question needs to beBut is it the most effective method?
answered.
It takes time for a new group to become cohesive and for the
group members to feel free enough to ask questions. When strangers
meet as a group only once and for a total time period of less than one
hour, it is difficult to obtain this desired cohesive and free atmosphere.
If the patients do not feel free to ask questions in the group, their
questions will go unanswered; and they will continue to wonder and worry.
When this happens, the preoperative preparation is less than ideal.
Therefore, the need to find out whether this teaching can be improved
is presented.
STATEMENT OF THE PROBLEM
The specific problem identified for this study was: What is the
effect on the patient's level of stress when a preoperative individual
interview supplements the regular group preoperative teaching, instruc­
tion given by the patient's physician, and incidental teaching given by
staff members? The purpose of the study was to investigate the effect
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of this additional individual interview on the patient's preoperative and
This effect was measured by three selected variablespostoperative stress.
associated with preoperative and postoperative stress.
LITERATURE REVIEW OF PREVIOUS PREOPERATIVE TEACHING RESEARCH
Structured Teaching vs. Unstructured Teaching
Many people have realized the need for improving presurgical 
preparation and several research studies have been carried out within
the last 10 years to evaluate preoperative instruction.
Two studies investigating the effectiveness of structured pre­
operative teaching versus unstructured preoperative teaching demonstrated
(Healy, 1968,that the structured teaching was the more effective method.
In both studies.pp. 62-67; Lindeman and VanAernam, 1971, pp. 319-322).
with control and experimental sample sizes of over 100 subjects, the
structured teaching was done individually as was the unstructured
teaching; but the content and technique were held constant for the
experimental group with structured teaching. The subjects receiving the
structured teaching went home earlier, had fewer pulmonary and vascular
complications, advanced from injectable analgesics to oral analgesics
sooner, and were able to cough and deep breathe more effectively than
the subjects receiving unstructured teaching.
Wiese, (1972) studied two types of structured teaching as
When it was possible, the preoperativecompared to unstructured teaching.
teaching was done in a group, otherwise it was done individually, but
Number ofthe content, technique, and visual aids were the same.
analgesics received postoperatively, length of hospital stay, and the 
number of postoperative complications occurring were the criteria used
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to measure the effectiveness of teaching. The patients receiving the
structured teaching were matched with a control group of former patients
through chart review. Though no statistically significant difference
was seen between the experimental and control groups, there was a
clinical significance which favored the experimental group. Those
receiving structured teaching tended to go home earlier, to have fewer
complications, and to use less narcotics.
Egbert, et al. investigated preoperative teaching from another
viewpoint. Using 218 adult, English speaking, surgical patients, four
types of preoperative preparation were studied. One group of subjects
received intramuscular injections of pentobarbital one hour before
surgery; a second group of subjects was visited individually by an
anesthetist the evening before surgery to discuss the patient’s condition,
time of surgery, nature of the anesthesia, events occurring on the
surgical day, and their previous experiences (if any) undergoing
anesthesia. In the third and fourth groups, one received neither the
injection nor the interview with the anesthetist; and the other
received both. Those who received both were judged to be the best
prepared and calmest, those receiving the interview only, second best;
those receiving the injection were drowsy but not calm, and those
receiving nothing were judged as the least prepared and least calm
(Egbert, et al 1963, pp. 553-555).•»
Group Teaching vs. Individual Teaching
Knowing that structured teaching was more effective than either
unstructured teaching or just a preoperative sedative and that postop­
erative complications could be decreased was valuable. However, some
5
began to question whether another method could be as effective and at
If more people could be taught at thethe same time be more efficient.
same time with the same effectiveness as was obtained individually, this
If the theory of groupwould be using nursing staff more efficiently.
learning was correct—that group members help each other and stimulate
each other to reach higher goals (Mezzanotte, 1970, p. 89)—then group
teaching for preoperative preparation should be more effective as well
To measure the effectiveness of group teaching,as more efficient.
The classes were aMezzanotte studied four groups of six subjects.
half hour in length, held the evening before surgery, and covered four
general categories: general instructions concerning surgery, pain
In Mezzanotte1scontrol, hospital policies, and exercises to aid recovery.
postoperative interviews, the subjects said they liked the group and that
their questions were answered. It was demonstrated that they also
learned how to do the postoperative activities (Mezzanotte, 1970, pp. 89-
91). Since this study was not of an experimental design, and since the
investigator taught the classes and held the postoperative interviews
to evaluate the class, Lindeman carried out a follow-up study. Group
instruction was given one week and individual instruction the alternate
week. To measure the effectiveness of each method, data were collected
on ventilatory function, length of hospital stay, number of analgesics
The results indicated thatadministered, and length of learning time.
length of learning time was decreased when instruction was given in
groups. No significant difference was seen between the two methods
regarding the skill in deep breathing, coughing, bed exercises, or the
number of analgesics administered postoperatively. Therefore, the
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conclusion was that group instruction was just as effective but more
efficient than individual instruction (Lindeman, 1972, pp. 196-209).
Psychological Reactions
Several aspects of preoperative teaching other than the method
of instruction have been investigated. One of the earliest research
studies dealing with preoperative preparation was done by Janis (1958).
In his study several interesting and important behavioral aspects were
pointed out. Surgical patients who had received inadequate information
regarding their surgery, especially the unpleasant features of surgery.
If a patient’stended to show intense anger on the day of surgery.
anxiety was unusually low preoperatively, he was unprepared for the pain
and difficulties brought on by surgery and became hostile towards the
health care team (Janis, 1958, p. 340). On the other hand, if the
patient had a high degree of preoperative fear, he would go through a
brief period of relief and elation when it looked as though things were
not as bad as he had expected them to be. This was followed by a state
of anxiety and mild depression when the pain, unpleasantness of surgery.
and slowness of recovery were manifested. This study brings out the
tremendous importance of an adequate psychological preparation so the
patient will have a realistic picture of what is going to take place.
This has been re-emphasized many times by psychologists, physicians.
and nurses.
Preoperative Teaching and Pain
Pain as it relates to preoperative preparation is another
The study by Egbert, et al. (1964,aspect which has been studied.
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pp. 825-827) is almost a classic now. With a sample of 97 postoperative 
patients, he randomly divided them into control and experimental groups.
The control subjects received no special instruction or information.
The experimental subjects were visited by an anesthetist the evening 
prior to surgery and given complete information regarding pain; i.e 
the place, severity, causes, and ways to decrease it. 
visited the experimental patients one to two times each day postoperatively 
to encourage them in dealing with their pain.
• *
The anesthetist
These visits continued until
narcotics were no longer needed. No significant difference in the amount 
of narcotics received was found for the operative day. 
five following postoperative days, the experimental group required only 
half the amount of narcotics required by the control 
postoperative visits by the anesthetist to encourage the special
For each of the
group. The daily
care
group could have had a significant influence on the amount of analgesics 
received postoperatively.
erative pain and its relation to preoperative anxiety, 
contradicted those of Egbert and others who found that the number of 
postoperative analgesics decreased with preoperative instruction, 
relationship was shown between preoperative anxiety and pain perception 
as assessed at the 32-hour pain-ratings and the number of analgesics
It is possible that the tool used to measure anxiety was not 
related to pain and its perception in the postoperative period.




Other Aspects of Preoperative Preparation
The theory that preoperative fears and anxiety impair postop­
erative recovery has been presented for 
out what the preoperative fears were and whether the nurse recognized
many years. In order to find
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and agreed on these fears, Carnevali (1966, pp. 1536-38) decided to ask
patients what they feared and to ask nurses what they thought the patients
The results showed that fear of pain and discomfort was the mostfeared.
This was followed by fear of thefrequent fear voiced by patients.
unknown, distruction of body image, separation from their normal environ­
ment, fear because of previous experience or what friends told them, fear
of death, disruption of life plans, loss of control, and fears about
Nurses perceived the patient’s fear of the unknown, but thefinances.
It was alsofears of death and body image change were not perceived, 
shown that nurses often were not aware of the degree of the patient’s
fear of pain and discomfort; therefore, how could they help the patient
deal with them? Another important aspect brought out in this study
concerned the ways patients and nurses thought anxiety was decreased.
Patients listed reassurance and friendliness first, nursing skill and
competence second, concern and interest in the patient third, willingness
to listen as fourth, and decreasing the unknown as last. Nurses, on
the other hand, listed decreasing the unknown as first, followed by
reassuring the patient of his wise decision and the care he would
receive, listening to the patient, showing concern and acceptance,
conveying security through nursing competence, and diverting attention
This showed the necessity of meeting theto something else last.
It was difficult to decrease anxiety veryproblem in the right way.
rapidly or effectively if the area of anxiety was not recognized and
One addeddealt with and if the method used was merely diversion.
feature was that the patients stated that having the opportunity to talk
about their feelings made them more comfortable.
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Weiler (1968, pp. 465-67) asked postoperative patients to evaluate
She found that patients wanted information onpreoperative instruction, 
pain, oxygen administration, psychiatric responses such as hallucinations, 
the progressive care from intensive care to convalescence, coughing and
Patientsdeep breathing techniques, and prognosis or chances of recovery, 
feared the unknown more than what they knew to be very unpleasant.
Though not conducted specifically with surgical patients, a study 
by Lineham (1966, pp. 1066—70) has some important points for nurses to 
consider when preparing a patient for surgery, discharge, a test, or
In interviewing 450 patients she found that patients had 
not asked questions or sought information on their own for several
Timidity, fear, and not knowing whom to ask or what to ask
other events.
reasons.
were some of the reasons given.
It is evident that preoperative instruction is an important 
and complex topic and needs careful planning and evaluation.
Boegli (1972, pp. 43-50) did a study to determine whether preoperative
Twelve nursing students were taught the
Boegli and
teaching could be improved.
Patients received the regular preop-Rogerian method of interviewing, 
erative instruction given in that hospital and then they were inter-
On the thirdviewed by the nursing students the evening before surgery.
postoperative day, the authors interviewed each patient to evaluate his
To show significance, thislearning retention and implementation level, 
level had to be above the 60 percent level attained without the inter—
The results showed a 94.25 percent retention and implementationview.
level, which was significantly higher than the expected 60 percent.
The authors concluded that preoperative teaching could be improved if an
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interviewer started where the patient was, listened with genuine concern
and empathic understanding, allowed the patient freedom of expression.
corrected misunderstandings, and only then began to "teach" the patient
his role in the recovery period.
SCIENTIFIC RATIONALE
After reviewing the literature pertaining to preoperative
preparation, some concepts were seen as providing a scientific basis
for preoperative preparation and for further research in this area. Two
JanisT concept of psycho­concepts on which this study was based are:
logical stress and FestingerTs theory of cognitive dissonance.
Janis (1958, p. 13) defined the term psychological stress as
"those changes in the environment which typically induce a high degree 
of emotional tension and interfere with normal patterns of response".
The hospitalized patient who is scheduled for surgery is a good example
of a person in psychological stress. Hospitalization and surgery
produce a very sudden and tremendous change in environment. These
changes are seen as a threat to his person, emotional tension increases.
and his normal coping patterns are interfered with. The patient needs
an understanding and supportive milieu in which to adapt, strengthen.
or change his coping mechanisms. The nurse has a vital role in creating
such an atmosphere.
In Festinger’s theory of cognitive dissonance, two main hypotheses
were held. First, the simultaneous existence of conflicting knowledge
or opinions leads to an effort to bring agreement. Secondly, when this
conflict or dissonance is present, situations which would increase the
11
dissonance are actively avoided (Festinger, 1957, p. 3). The patient
facing surgery has a potential for dissonance. The surgery may be
necessary for his physical well-being, but the surgery also contains
A patient may also have become aware of good and bad surgicalrisks.
Once heexperiences from family, friends, newspapers, and magazines.
has made his decision, he tries to support that decision by gathering
information agreeing with it and avoiding what disagrees. The nurse
needs to support him here too by discussing feelings, explaining
procedures, and correcting misconceptions. The more realistic and
congruent a picture the patient is able to obtain, the more confident.
calm, and relaxed he will feel.
These environmental changes and dissonance may produce anxiety.
hostility, and depression. It is felt that fear of the unknown, a close
proximity to "not-being" (death), disfigurement, etc., contribute to
this anxiety (Bird, 1955, p. 685; Brophy, 1968, p. 44; Lagina, 1971,
p. 484; Levine, 1970, p. 26; Anxiety, A.J.N., 1965, p. 133). Better
communication between the health team and patient can often reduce the
anxiety (Bird, 1955, p. 684; Lee, 1971, p. 24).
Two theories for the occurance of depression at the time of
Sutherland (1953, p. 962) believed depressionsurgery have been given.
could occur because the patient saw himself as being unable to relate or
interact with people as he had in the past. Belief of overwhelming injury
and body change or loss of an organ that was significant to him psycho­
logically, was the basis for this reaction. Janis (1958, p. 239) found
that the patient who had a high level of anxiety preoperatively was
most likely to become depressed postoperatively.
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When a patient had a relative absence of anxiety preoperatively,
Janis found that he usually failed to build an effective defense for the
As a result, he found it difficult to cope postopera-coming surgery.
Self-confidence was lost; and distrust, resentment, and hostilitytively.
toward the health team was manifested (Janis, 1958, pp. 261, 272 and 312).
In addition to the psychological value of good preoperative
instruction, physiological advantages occur too. When the patient is
taught how to cough, deep breathe, turn, and do leg exercises, he is able
to follow the instructions better postoperatively and take more responsi-
Because of this, he has a lower incidence ofbility for doing them.
pulmonary and vascular complications. When he knows what to expect in
regard to pain, he does not become so frightened and tense when pain
does occur. This decreased tension and knowledge of pain help decrease
the degree of pain that is perceived. Knowing that relaxing the muscles
is desirable, and knowing how to relax also help decrease pain. The
patient who has learned all these things from good preoperative teaching
often requires less analgesic medication after surgery. Knowing what to
expect and being able to relax also help prevent postoperative urinary
retention (Rapier, 1966, p. 415).
CHAPTER II
THE STUDY
As stated in the previous chapter, this study was conducted to
investigate whether group preoperative teaching supplemented by an
individualized interview would lower the patient’s level of stress more
than the routine group teaching. Three tools were used to measure the
patient's level of stress: Zuckerman's Multiple Affect Adjective Check
List (MAACL), the number of analgesics used postoperatively, and the
number of catheterizations for urinary retention which were required
postoperatively.
DEFINITION OF THE PROBLEM
Assumptions
The assumptions basic to this study were:
1. Hospitalizations for surgery produces stress.
2. Stress can be measured.
3. The mean degree of potential stress was equal
for both the experimental and control groups.
4. Stress can be reduced.
5. Reduction of excessive stress enhances the
individual’s reception of treatment and his ability to adapt
to imposed physical limitations.




7. Randomizing would balance the groups for sex, age.
surgery, diagnosis for cancer/non cancer, culture, smoking
history, religion, and the number of previous hospitalizations
(excluding childbirth).
8. The preoperative and postoperative scores on the
MAACL would give typical preoperative and postoperative
reactions.
Hypotheses
The research hypotheses tested in this study were:
1. Preoperative scores on the MAACL for anxiety.
depression, and hostility will be lower for the experimental
group.
2. Postoperative scores on the MAACL for anxiety.
depression, and hostility will be lower for the experimental
group.
3. The difference between preoperative and post­
operative MAACL scores will be less for the experimental
group.
4. The number of analgesics received during the
first postoperative week will be less for the experimental
group.
5. The experimental group will progress from
injectable analgesics to oral analgesics more rapidly than
the control group.
6. The number of urinary bladder catheterizations
required will be fewer for the experimental group.
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Limitations
As in nearly every research study, some limitations were pre­
sented. The limitations seen in this study were:
1. The number of patients who came to the group
preoperative teaching class remained small, thus limiting
the sample size.
2. All three of the tools used to measure the
difference between the control and experimental groups were
indirect methods of measurement.
3. Since the investigator conducted the individualized
counseling sessions, her interest in the study could
introduce a biasing factor that would not have been present
with a disinterested counselor.
Working Definitions
For the purpose of this study, the following definitions of
terms were used:
1. Psychological stress: Changes occurring in the
environment which typically induce a high degree of emotional
tension and interfere with normal response patterns (Janis,
1953, p. 13).
2. Group Preoperative Instruction: One or two
people teaching a group of two to twenty adult patients
what the general course of surgical events will be and how
to turn, cough, deep breathe, and do leg exercises.
3. Individual Preoperative Interview: A half-hour
conference during which the nurse investigator discussed
16




An individual preoperative interview was the independent
variable in this study.
Classification Variables
Age, sex, surgical procedure, diagnosis of cancer/non cancer.
incision, culture, and religion were included as classification
variables. Previous research has shown a relationship between each
and the perception of pain (McCaffery, 1972, p. 50,60-63) and feelings
Sutherland,of anxiety (Anxiety, AJN, 1965, p. 130; Brophy, 1968, p. 44;
1953, p. 958).
Age. Three age groupings were used in this study: Ages 20 to
Age was made a39, ages 40 to 59, and those 60 years of age or older.
classification variable because it too changes a patient's response to
The female child has the greatest freedom in expressing pain.pain.
The female adult has more freedom than the malethen the male child.
adult, but as the male adult grows older he is allowed more and more
freedom in expressing pain (McCaffery, 1972, p. 50).
Both male and female subjects were used in this study.Sex.
Since the female is usually allowed greater freedom to express her
feelings of pain, sex was specified as a classification variable
(McCaffery, 1972, p. 50).
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Surgery. Anxiety and postoperative pain are influenced by the
type of surgical procedure performed and the site of incision. There­
fore, subjects were classified under: abdominal hysterectomy, chole­
cystectomy, bowel resection, gastric surgery, exploratory laparotomy,
and herniorrhaphy. It was noted too whether the incision was above or
below the umbilicus.
Diagnosis of cancer/non cancer. Both pain and anxiety are
influenced by a diagnosis of cancer/non cancer. Cancer is seen as a
"fatal" disease; and more stress and pain are manifested by these
patients (McCaffery, 1972, pp. 62-63; Sutherland, 1953, p. 958). For
these reasons, the diagnosis was added to the classification variables.
A person’s culture and religion haveCulture and religion.
been shown to be an influence on pain. Americans tend to minimize pain
and be "good patients" yet expect to have pain relieved by palliative
Negros tend to deny pain and hesitate to ask for pain relief.measures.
Some patients use prayer and religion to help them tolerate pain while
others see pain as punishment for their sins (McCaffery, 1972, pp. 46-51).
„ Dependent Variables
The dependent variables chosen were: Multiple Affect Adjective
Check List (MAACL) scores, number of analgesics administered during the
first postoperative week, and the number of urinary bladder catheteriza­
tions required for postoperative urinary retention during the first
postoperative week.
MAACL raw scores. The Multiple Affect Adjective Check List was
chosen to measure preoperative and postoperative stress because the 
"Today" form of the test is designed specifically to measure changes in
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an individual’s anxiety, depression, and hostility over time (Bloom and
Brady, 1968, p. 45). The test is easy to give and to take since subjects
are instructed to check from a list of 132 adjectives those words which
describe how he feels now—today. There are anxiety-plus words (afraid.
nervous, shaky), depression-plus words (awful, discouraged, rejected),
and hostility-plus words (angry, disgusted, outraged). These words
have been checked significantly more frequently by psychiatric patients
rated high in these affective states than by normal subjects rated as
low in these states. The anxiety-minus words (calm, contented, joyful),
depression-minus words (active, gay, safe), and hostility-minus words 
(amiable, friendly, tender) are checked more frequently by normal
subjects rated as low in these areas than by psychiatric patients rated
high in these areas (Zuckerman, 1965, p. 594). The plus words get one
point if checked and the minus words get one point if they are not
checked. Because a person is scored for not checking the minus words,
Herron (1969, p. 53) says the MAACL should be used with caution.
Checking only a few words could cause a higher than normal score since
the unchecked minus words get one point each.
The test-retest reliability of the MAACL is very low, indicating 
it is a measure of day-to-day fluctuations of an individual’s affective
The validity of the anxiety portion has been established throughstate.
demonstrated sensitivity to the following variables: anticipation of an
exam, exam threat, exam failure, childbirth fear, and motion picture
stimuli (Datel, et al 1966, pp. 271-285). The hostility and depression• J
parts have not been used as much, though they have been validated by use
with college students (Zuckerman, et al., 1964, pp. 418-25).
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The number of analgesicsNumber of analgesics administered.
administered during the first postoperative week was chosen as a second
First, in the postoperativedependent variable for several reasons, 
period, restricted breathing and ineffective coughing are associated with 
pain, fear, and lack of skill in deep breathing and coughing. With the
abdominal surgery patient, more than with other types except chest surgery, 
it is nearly impossible to separate the influences of pain from fear and
A teaching program which focuses on developing skill 
in breathing and coughing could alter the perception of pain, 
program which is focused on developing skill in coughing and deep breathing 
and on decreasing fears should alter the perception of pain more signifi- 
Therefore, the number of analgesics administered during the
from lack of skill.
A teaching
cantly.
first postoperative week is an indirect measure of the effectiveness of 
the two teaching methods in decreasing the patient’s stress.
Since many analgesics depress respiration, and this is to be
avoided postoperatively, anything which will reduce the pain sensation
The importance ofand therefore the amount of analgesics, is desirable, 
proper treatment of postoperative pain, because of the restrictive effect 
of pain and of pain relieving medications on respiratory function, has been
emphasized (Benedixen, 1965, pp. 34-40).
A third reason for choosing the number of analgesics administered 
as a dependent variable was because previous researchers have reported it
1964, p. 27; Healy,to be a useful dependent variable (Egbert, et al •»
1968, p. 75).
The number ofNumber of urinary bladder catheterizations.
urinary bladder catheterizations needed postoperatively (first week) was
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selected as the third dependent variable for one main reason. Patients
having abdominal surgeries, especially lower abdominal or pelvic proce­
dures, often have difficulty in voiding after surgery. The operative
trauma caused to the bladder region may temporarily decrease the sensation
of needing to void. The emotions play a significant role too, however.
Fear of pain, discomfort, or embarrassment of performing a bodily function
in the presence of another person causes tenseness; and this causes
difficulty in voiding, often to the point of severe retention (Rapier,
et al., 1966, p. 415; Smith, 1972, p. 137). A teaching program designed
to decrease the fear and anxiety of the patient should conceivably
decrease the difficulty in voiding and thus decrease the number of post­
operative urinary bladder catheterizations.
METHODOLOGY
An experimental design was planned to investigate the problem
of this study. Two groups of presurgical patients were chosen, with the
experimental group receiving individual counseling in addition to the
routine preoperative instruction provided for both groups.
Setting
A 500-bed university medical center in southern California was
chosen for the setting of this study. Group preoperative instruction
had been organized for abdominal surgical patients two months prior to 
the beginning of this study. When this study began the program was
opened to all surgical patients.
A letter requesting permission to carry out this study was sent
to the Director of Nursing Service of the medical center (Appendix A)
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and a copy of the research design was submitted to the University Research
Advisory Committee on Human Experimentation. Permission to proceed with
Consent from the chairmen of the surgery andthe study was granted.
gynecology services was also obtained (Appendix A).
Selection of Patients
The subjects taking part in this study were patients admitted for
surgery during the eight week period between May 6, 1974, and June 27,
1974, who were:
Admitted for elective abdominal hysterectomy, chole-1.
cystectomy, bowel resection, gastric surgery, exploratory
laparotomy, or herniorrhaphy.
2. Scheduled for general anesthesia.
Of either sex.3.
4. At least 20 years of age.
Participants in the group preoperative instruction5.
class.
6. Able to read, write, and understand the English
language.
Able to understand and cooperate both preoperatively7.
and postoperatively.
8. Willing to participate in the study and to sign the
consent form.
Subjects were assigned to the control or experimental group by
using a random table, odd numbers were placed in the control group, even
numbers in the experimental group. Different tables were used for each
type of surgery. The subjects signed the consent forms the evening
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before surgery. The control group received the regular group instruction
and the experimental group received the individual interview in addition
to the group instruction.
Preparation of the Interview Guide
With the help of an anesthesiologist, a sociologist, and a nursing
instructor I developed the guide used in the individual interview for
subjects in the experimental group (Appendix B). Necessary changes were
made after a pilot study of three patients was carried out. The revised
interview guide was followed consistently thereafter with each experi­
mental subject. The interview guide was a guide only. Bridging phrases
changed according to the different individuals and the questions they
asked.
Group Preoperative Instruction
A registered physical therapist and a licensed vocational nurse 
(LVN) in regular employment at the participating medical center alternated 
days in presenting the group preoperative instruction. I attended the
group instruction classes and was familiar with the teaching technique
used, so that in an emergency I could give the instruction. However, I
never needed to do it. Classes were held Monday through Thursday from
3:00 to 4:00 p.m.
On the day of admission to the hospital each subject came directly
from the admissions desk to the room where the group instruction class was
held. Those patients who had been hospitalized earlier, came from the
hospital unit. Each subject was met at the door by the physical therapist,
the LVN, or me.
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The person teaching the class briefly stated the nature and
A 15-minute film strip depicting the general preoperativepurpose of it.
The film strip was producedand postoperative course of events was shown.
The leader asked if any points required clari-by Train-Aide Corporation.
Questions were answered by her or the investigator.
The specific exercise regime used in the group teaching was 
developed by a respiratory nurse specialist, a physical therapist, and
The instructor described each exercise
fication.
the health education department.
The patients practiced the exercises as a group. 
Each exercise (turning, coughing, deep breathing, and leg exercises)
Each patient was given a copy of written
and demonstrated it.
was presented in this manner.
Ifand diagramed instructions (Appendix B) to keep at the bedside.
When all the exercises hadquestions were raised, they were answered, 
been presented, the class was dismissed and the patients went back to
the admitting office or to their rooms.
How to handle the atypical patient or situation was left to
The patient’s welfare always tookthe judgment of the group leader.
precedence over the research procedure.
Individual Preoperative Interview
The evening before surgery I went to the room of each experi­
mental subject, introduced myself, and stated that I wanted to spend the 
next half hour with him listening to his questions, clarifying informa-
The interviewtion, and giving him a chance to express his concerns.
I sat beside theguide was followed consistently with each patient, 
subject’s bed during the interview and attempted to keep things informal.
If family members were visiting the subject, they were invited to stay.
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Data Collection
Data on the three dependent variables were gathered in the
following way:
The evening prior to surgery I presented the "Today"
Directions for completing it were
MAACL.
form of the MAACL to each subject.
given along with a brief explanation that this, as a part of a study, 
was to help us meet each patient's needs better, 
control group completed the form without further instruction, but the 
experimental subjects completed the form after the individual interview 
The MAACL was presented to each subject again on the third 
Six to eight minutes were allowed for completing 
I picked each form up, thanked the subject for participating.
Later the forms were hand scored




and put the forms into an envelope.
The raw scores for each of the threeusing prepunched scoring cards. 
affective states (anxiety, depression, hostility) were entered on each
subject's data sheet (Appendix B).
The number of analgesicsNumber of analgesics administered.
administered each day was tallied from each subject's chart, 
medications administered for the relief of pain were counted for each
All
subject beginning immediately after surgery and ending at midnight the 
seventh postoperative day. 
categories according to the route of administration, injected or oral.
The number of
The analgesics were divided into two
Number of urinary bladder catheterizations.
urinary bladder catheterizations received by e^ich subject was obtained
This was done at the same time the data forfrom the subject's chart, 
analgesics were recorded and covered the same time period.
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The data from the two groups were compared and analyzed to deter­
mine whether any significant statistical or clinical difference was
A statistical difference of p<.05 was required for significance.present.
CHAPTER III
FINDINGS, ANALYSIS, AND DISCUSSION
ForOn May 6, 1974, the first patients in this study were seen.
eight consecutive weeks all patients fitting the study criteria were
Six patientsassigned to either the control or the experimental group, 
originally included in the study were dropped—three went home before 
the data collection was completed, and three were unable to fill out the 
MAACL on their third postoperative day because of physical and/or
psychological conditions. Complete data were collected on 25 patients,
with 12 in the control group and 13 in the experimental group.
DESCRIPTION OF GROUPS
Patients were randomly placed in the control group (n=12) or the
A comparison of the distribution of classifi-experimental group (n=13).
cation variables (age, sex, culture, religion, smoking history, number 
of previous hospitalizations, surgical procedure, diagnosis of cancer/
non-cancer, incision) in the two groups is displayed in Table la and lb.
A chi square test was applied to each of the above classification
No statisti-variables to determine whether the two groups were similar.
cally significant difference between the control and experimental groups
was seen on any of these variables (p>.05). Therefore, the groups were
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A chi square analysis was used to determine whether there was a 
significant relationship between any of the given classification variables 
and the dependent variables (MAACL scores and number of postoperative
No statistically significant relationship was seen between 




A one-tailed t test for the significance of difference between
the means for the two groups was applied to the data for MAACL scores
and to the number of postoperative analgesics. Descriptive data and
results of the application of the one-tailed t test are presented for
each hypothesis.
Preoperative MAACL scores. Table II presents the mean preopera­
tive MAACL scores on anxiety, hostility, and depression for both the
control and experimental groups. The scores on anxiety showed the
experimental group to be significantly less anxious (p <.01), less
hostile (pc.025), and less depressed (pc.025) than the control group.
Postoperative MAACL scores. The mean postoperative MAACL scores 
for the control and experimental group on anxiety, hostility, and depres-
The scores of the two groups on anxiety, hostility.sion were compared.
and depression were not significantly different (p> .05). 
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Difference between preoperative and postoperative MAACL scores.
The difference between the mean preioperative and mean postoperative MAACL
There wasscores was compared for the control and experimental groups.
not a significant difference between the two groups (p_>.05). The mean
difference between the preoperative and postoperative MAACL scores on
anxiety, hostility, and depression for both groups is shown in Table IV.
Number of postoperative analgesics.
Injected analgesics. The mean number of injected
analgesics administered during the first postoperative week to
the experimental group (n=13) was 17.46 and 15.08 for the
control group (n=12). This difference is not significant
(P>.05). These data are shown in Table V.
Oral analgesics. The patients in the experimental
group (n=13) received a daily average of 2.46 oral analgesics
during their first postoperative week as compared to 1.42 for
This difference is not significantthe control group (n=12).
(p >.05) . These data are shown in Table V.
Change from injectable to oral analgesics.
Mean number of days of injections. The mean number of
days experimental subjects (n=13) received chiefly injectable
analgesics was 5.0; for control subjects (n=12), it was 4.58.
This difference was not significant (p>.05). Table VII shows
these data.
The mean number of daysMean number of days of orals.
subjects in the experimental group (n=13) received predominantly
oral analgesics was .847, for subjects in the control group
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TABLE V
Daily and Total Mean Number of Injected and Oral Analgesics for the 




































t-value for injections 
t-value for orals 
p>.05




Daily Number of Control and Experimental Subjects Changing to Chiefly 
Oral Analgesics During the First Postoperative Week
POSTOPERATIVE DAYS 
1 2 3 4 5 6 7GROUPS D.O.S.
Control
Experimental
0 0 0 1 1 0 0 2
0 0 20 1 0 0 2
D.O.S. = Day of Surgery
TABLE VII
Mean Number of Postoperative Days the Control and Experimental 
Groups Received Chiefly Injected and Oral Analgesics 
During the First Postoperative Week












This difference was not significant (p>.05).(n=12), .833.
These data are shown in Table VII.
Number of catheterizations for urinary retention. Only three
subjects were catheterized for urinary retention during the postoperative
One control subject was catheterized once on both his fourth andperiod.
This subject, however, was an 81 year old malefifth postoperative days.
who had a transurethral resection of the prostate at the same time as his
hernia repair. Two experimental subjects were catheterized one time each
One was on the day of surgery (70 year old male whofor urinary retention.
had an inguinal herniorrhaphy), the other was on the first postoperative
day (72 year old male who had a cholecystectomy). No statistical measures
were applied to these data.
DISCUSSION
Because of the small sample in this study, it is not surprising
that some of the hypotheses were not supported. Part of my findings
agreed with those of other studies. Differences between my findings and
others also occurred.
In this section my findings will be compared with those of other
studies; and some possible explanations of these similarities and dif­
ferences given.
Classification Variables
No hypothesis was made concerning the classification variables.
but it was expected that these variables would have an influence on the
dependent variables (MAACL scores, analgesics, catheterizations).
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However, no significant relationship was seen between any of the classifi­
cation variables and the dependent variables (p >.05).
In previous studies these classification variables did influence
the perception of pain and feelings of anxiety.
Age. Lindeman (1972, p. 203) found that people 60 years of age 
and older received significantly fewer analgesics than those subjects 15
to 59 years of age.
McCaffery stated that males do not have as much freedom toSex.
express pain and therefore tend to receive fewer analgesics.
McCaffery (1972, pp. 50, 51) also statedCulture and religion.
that culture and religion may influence pain.
In Lindeman’s study (1972, p. 204)Incision and type of surgery.
subjects with upper abdominal incisions were shown to require significantly
more postoperative analgesics than subjects with lower abdominal incisions.
Bruegel’s study (1971, pp. 29, 30) supported Lindeman’s finding as well as
showing that type of surgery had an influence on analgesics. She found
that patients having gynecologic surgery required the highest amount of
analgesics, this was followed by gastro-intestinal surgeries, and then
cesarean sections. Herniorrhaphies required the least amount of post­
operative analgesics.
Sutherland (1953, p. 958) stated that people whoDiagnosis.
were diagnosed as having cancer and who required surgery had a double
threat. Because cancer is thought to be fatal this is a great threat
and the perception of pain is often increased (McCaffery, 1972, p. 62).
The reason this study showed no significant relationship between
these classification variables and the dependent variables is probably
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because of the small sample size (N-25). Each subcategory of the classi­
fication variables included only a few patients.
Dependent Variables
Preoperative and postoperative MAACL scores. It was expected
that the preoperative individual interview would lower both the pre­
operative and postoperative MAACL scores on anxiety, hostility, and
depression for the experimental subjects. The preoperative scores on
all three affective states were significantly lower for the experimental
group. Although the postoperative MAACL scores for the three affective
states were lower for the experimental group, they were not significantly
lower than those in the control group. It seems as though the preopera­
tive interview lowered anxiety at that time but did not carry over to
the postoperative period.
Most people have agreed that anxiety is a natural preoperative
and postoperative reaction (Bird, 1955; Brophy, 1968; Janis, 1958, and
Mezzanotte, 1970). Janis also showed that depression is another common
preoperative and postoperative reaction. He was supported in this by
Bird (1955). Hostility in the postoperative period was found to be a
fairly common reaction (Janis, 1958; Bird, 1955). Mezzanotte (1970,
p. 91) stated that anxiety was decreased when patients had structured
Janis (1958, p. 348-49) stated that an adequatepreoperative teaching.
knowledge of what was going to happen decreases anxiety and postopera­
tive hostility.
In my study, many patients were transferred to a different
hospital unit after surgery. Since there was no continuity of relation­
ship between patients and staff from the preoperative to the postoperative
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period, this may have been one reason the postoperative scores rose.
Scores on depression were usually the highest of the three affective
This could be due to the loss of a body organ which was signifi-states.
cant to them psychologically (stomach, uterus, etc.), due to fear of body
image change, or due to being separated from their home, family, and
friends. One reason the postoperative scores were not significantly
lower for the experimental group may be because there was no individual
postoperative follow-up.
Difference in preoperative and postoperative MAACL scores. It
was hypothesized that the difference between preoperative and post-
Theoperative MAACL scores would be lower for the experimental group.
numerical differences were lower for the experimental group but not to
a statistically significant degree. Most subjects in both groups had
higher scores on all three affective states in the postoperative period.
Janis (1958, p. 407) found that patients who were highly anxious
preoperatively tended to remain very anxious postoperatively. Those
who had a moderate amount of anxiety preoperatively tended to have an
absence of emotional disturbances (anxiety, hostility, depression)
When patients’ preoperative anxietyduring the recovery period (p. 403).
was very low they tended to be hostile in the postoperative period
(p. 399).
In retrospect, daily postoperative follow-up by the preoperative
counselor could have provided a continuity of relationship which would
lower postoperative anxiety. The change in scores may have been smaller
for the experimental group if this had been done.
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Analgesics. During the preoperative interview an explanation of
what they could expect postoperatively in the way of equipment and tubes
was given to the experimental patients. It was usually explained to
these patients that they could expect postoperative pain, but this pain
could be partially alleviated by breathing deeply and relaxing the
abdominal muscles. By turning frequently, gas pain could be partially
alleviated too. It was hypothesized that the number of analgesics would
be lower for the experimental group and that they would change from
injected analgesics to oral analgesics sooner than the control group. 
Both hypotheses pertaining to pain medications were rejected in this
study.
Of the previous studies done, Egbertfs, et al. (1964, p. 827) 
showed the greatest decrease in postoperative analgesics. His experi­
mental group required only half the amount of narcotics that the control
group did. In his study an anesthetist saw each experimental subject
one to two times each postoperative day. Healy (1968, p. 67) supported
Egbert when she found the total number of analgesics to be significantly 
lower for the experimental subjects who had received structured pre-
Lindeman and VanAernam (1971, p. 332) and Wiese 
(1972, p. 22) found no statistical significance on total postoperative 
analgesics.
operative teaching.
Healy (1968, p. 67), Wiese (1972, p. 22), and Egbert, et al. 
(1964, p. 827) all found that their experimental subjects advanced to
oral analgesics sooner than their control subjects.
The fact that no significant difference was found between the
two groups on number of postoperative analgesics or advancement to orals
may be due to several reasons. From the data gathered in this study.
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it was shown that oral analgesics were used very little. Several subjects
received no oral analgesics, some required few, if any, analgesics after
their third or fourth postoperative day. It is recognized that multiple
factors besides stress and anxiety affect the pain perceived by the
patient as well as the type and number of analgesics administered. If
the patients had been followed postoperatively, encouraged to ask for
oral analgesics, and the nursing staff encouraged to give oral analgesics, 
the findings in this study may have been different.
Catheterizations. The hypothesis that experimental subjects would
require fewer catheterizations for postoperative urinary retention was not
supported because the number of catheterizations done was very small, 
thus giving insufficient data. Only three people required catheterization 
for postoperative urinary retention. All these subjects were male and 70
years of age or older. One had an inguinal herniorrhaphy, one a cholecyst­
ectomy, and the third had an inguinal herniorrhaphy with a transurethural
resection of the prostate at the same time. Those subjects who had lower 
abdominal surgeries had Foley catheters for the first one to three days 
postoperatively and did not have any difficulty voiding when the Foley
catheter was removed.
Previous studies using postoperative catheterization as a dependent
However, Smith (1972, p. 137) and Rapier, et al. 
(1966, p. 415) stated that urinary retention was a problem after abdominal
variable were not found.
This problem was increased if the patient was tense and anxious.surgery.
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QUESTIONS AND COMMENTS EXPRESSED BY EXPERIMENTAL PATIENTS
During the first few minutes of the preoperative interview, most
patients did not ask questions. However, after I mentioned topics or 
areas that many people do have questions on, their interest increased 
and they began to offer comments, ask questions, or seek information.
Many patients appeared surprised that someone came and sat down beside 
them, let them express their feelings, answer their questions, and give
Several commented that it made them "feel better" just 
to have someone come in and talk to them, to take an interest in them
them information.
individually.
The fears that were expressed most frequently dealt with the 
anesthesia, fear of not waking up, fear of "losing control" and "talking 
or acting crazy", fear of not being completely anesthetized when surgery 
began, and fear of the type of anesthesia and how it would be given.
The fear of being left alone in a hall outside the operating room, and 
the fear of not receiving analgesics right after surgery were two other 
apprehensions which were expressed.
The questions patients asked, or information they were interested 
in, often had reference to routines; where could the family obtain 
information about the patient’s progress during surgery, what time were 
they going to the operating room, what time would they come back to their 
room, would they come back to the same room, would someone be in the room 
to take care of them when they returned after surgery, and would their 
doctor see them before surgery.
In general, the patients responded favorably to the individual 
They expressed appreciation for the interest shown ininterviews.
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them and for the opportunity to verbalize their feelings. No patient
refused to participate in the study.
DIFFICULTIES ARISING DURING THE STUDY
Throughout this study, a major problem which occurred was that
of getting patients to the group preoperative class.
At the time this study began, class was held from 1:00 to 2:00 p.m.
Monday through Thursday. Since very few patients came to class at this
time, it was rescheduled to begin at 3:00 and end at 4:00 p.m. This
seemed more practical as it was hospital policy that patients be admitted
prior to 3:00 p.m. on the day before surgery. A number of patients were
invited by telephone to come to the class and were encouraged to attend.
If the surgery was scheduled for a week or more in advance, I sent a
postcard which described the group preoperative class, and urged them
to attend. Only three out of eighteen patients who received cards came
to class. A similar response occurred with those who were telephoned.
One patient admitted that she had not wanted to come because she was
afraid, she did not want to see or hear about any "bloody or gory surgical
details". Since the telephone calls and postcards seemed to have little
effect on attendance at the preoperative classes, they were discontinued.
The surgeons1 offices were visited and the nursing staff asked to
encourage patients who were being scheduled for surgery to attend the
classes. At this time the office nurse was to give the patient a written
invitation to the class. The patient was given the original invitation
and a carbon copy sent to the Health Education Department. Nursing staff
on the hospital units were urged to send their presurgical patients to
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class. Unit secretaries were encouraged to schedule patients for the
class just as soon as they knew the patient was to have surgery, 
hoped that this scheduling would remind everyone of the class and that
It was
the patient would then attend. Frequent memoranda were sent to surgeons’
offices and hospital units to encourage them to send their presurgical
patients to class. The admission clerks announced the class in the
lobby of the medical center approximately 15 minutes before each session
and urged the presurgical patients to attend. In spite of all these 
efforts, the class attendance throughout this study was only 10 to 15 
percent of the patients scheduled for surgery. This experience supports 
the notion that a new program needs the total support of each person 
and/or department involved in order to implement it.
Because of the limited attendance during the month of April, no 
subjects fitted the criteria for inclusion in the study. At that time, 
it was planned to include only female patients, 20 to 60 years of age, 
having an abdominal hysterectomy, a cholecystectomy, or a bowel resection. 
The criteria were broadened to include both males and females, who were 
20 years of age or older, having abdominal hysterectomy, cholecystectomy, 
bowel resection, gastric surgery, exploratory laparotomy, or herniorrhaphy. 
By changing the selection criteria however, more variables were introduced. 
This made the study less discriminative but personal time restrictions 
prohibited conducting the study over a long enough period of time to 
obtain a large sample.
CHAPTER IV
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS
SUMMARY
The purpose of this study was to investigate the effect of a
preoperative individual interview which supplemented the regular group
preoperative teaching, instruction given by physicians, and the incidental
teaching given by nursing staff. Group teaching had been organized two
and a half months prior to the beginning of this study. The problems of
getting patients to attend the group class were still present when this
study was begun and continued throughout the time the study was carried
on.
Previous studies dealing with structured vs. unstructured teaching.
group vs. individualized teaching, preoperative teaching and postopera­
tive pain, preoperative teaching and postoperative psychological reactions, 
and patients1 evaluation of preoperative teaching were reviewed. This
review of the literature served as a guide in deciding how the patients'
needs could be met and in finding out generally what patients feared.
An interview guide was prepared with the intention to reinforce the group 
teaching if necessary, to answer questions and/or give information on
hospital routines, and to discuss the patients' feelings or concerns
about surgery.
All patients attended the group preoperative class which consisted
of a 15-minute film strip depicting the general preoperative and post­
operative course of events and instructions on how to breathe deeply,
cough, turn, and do leg exercises. Each patient was given a copy of
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the written and diagramed instructions for these exercises to keep at his 
The experimental patients were interviewed by the investigator 
the evening before surgery.
bedside.
The patients in both the control and experi­
mental groups filled out the "Today" form of the Multiple Affect Adjective 
Check List (MAACL) the evening before surgery and on their third post­
operative day. The experimental subjects completed the preoperative
MAACL after the individual interview. Control subjects had no supple­
mentary instruction before filling out the preoperative MAACL. Post­
operative analgesics and catheterizations for urinary retention were used
as indirect measures of stress.
It was hypothesized that scores on anxiety, hostility, and 
depression would be lower both preoperatively and postoperatively for 
those subjects in the experimental group and that there would be a smaller 
difference between the preoperative and postoperative scores. It was 
further hypothesized that the experimental group would require fewer 
postoperative analgesics, would change from injectable analgesics to oral 
analgesics sooner, and would require fewer postoperative urinary bladder 
catheterizations for urinary retention.
Data for this study were obtained from patients in a 500-bed
medical center in southern California. A total of 25 patients who had
abdominal surgeries were included in the study, 13 in the experimental 
group and 12 in the control group. All the patients were scheduled for
surgery the following day with a general anesthesia, were at least 20 years 
of age, and were able to cooperate both presurgically and postsurgically 
in filling out the Multiple Affect Adjective Check List (MAACL) which 
was scored for anxiety, hostility, and depression. All patients filled
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out the MAACL the evening before surgery and again on their third post-
Data were collected from each subject's chart on theoperative day.
number of analgesics (injected and oral) administered during the first
postoperative week, when they changed from injectable to oral analgesics.
and whether they were catheterized for urinary retention during the first
postoperative week.
The findings indicated that only the preoperative scores on
anxiety, hostility, and depression for the experimental subjects were
significantly different from the control group. All the other hypotheses
were rejected.
CONCLUSIONS
Of the six hypotheses given, only one was supported. It was
hypothesized that the preoperative MAACL scores on anxiety, hostility.
and depression would be lower for the experimental group than for the
control group. Statistically significant differences between the two
groups (anxiety pc.01, hostility p.<.025, depression p<T.025) lend
support to this hypothesis. Therefore, it was concluded that an individ­
ualized preoperative interview lowered preoperative anxiety, hostility.
and depression as measured by the MAACL. This conclusion can only be
applied to the patients in this study because the sample was small.
and the selection criteria too broad for a small sample.
The hypotheses dealing with postoperative MAACL scores, number
of analgesics given, and length of time before changing from injectable
analgesics to oral analgesics were not statistically significant. There
was insufficient data, because of the limited number of postoperative
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catheterizations, to test the hypothesis dealing with postoperative
catheterization for urinary retention.
RECOMMENDATIONS
As a result of this study, recommendations were made for nursing
staff, changes in methodology, and further research.
Nursing Staff
Since the individual interview seemed to be a factor in decreasing
preoperative stress, it was recommended that the nursing staff spend some
time with each presurgical patient to answer questions and to discuss his
feelings and concerns about surgery.
Methodology
For future similar studies, it was recommended that some changes
in methodology should be considered. Either the number of classification
variables should be reduced (i.e. narrower age range, one sex, similar
surgical procedures) or the sample size should be large enough to provide
an adequate number of patients in each classification.
Even though the MAACL is an acceptable measure of the affective
states (anxiety, hostility, and depression), it might be interesting to
correlate it with other measures of stress and anxiety. Some physiological
measures (i.e. vital capacity) such as Lindeman used could be useful.
A survey of the study setting should be conducted regarding the
frequency of use of oral analgesics and the incidence of urinary retention




Egberts study, involving both preoperative teaching and post­
operative follow-up, found that patients in the experimental group
required fewer analgesics. A study using a similar format of preoperative
and postoperative visits by one person could be used to see whether signs
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25493 Van Leuven 
Loma Linda, CA 92354 
March 21, 1974
Miss Gertrude Haussler 
Director of Nursing Service 
Loma Linda University Medical Center 
Loma Linda, CA 92354
Dear Miss Haussler:
In the majority of hospitals in the United States, it is found that no 
consistent preoperative teaching is in existence for the general surgical 
patient. Here at Loma Linda University Medical Center group preoperative 
teaching has been instituted for the patients scheduled for intra-abdom­
inal surgical procedures. I am sure you are interested in the evaluation 
of effectiveness of this new program. It has been shown that good preop­
erative preparation makes the postoperative period smoother for the 
patient, his family and the staff providing his care.
I have been wondering if this group preparation could be enhanced by 
supplementing it with individualized counseling. It seems to me that the 
addition of individualized counseling would increase the effectiveness of 
the group instruction and consequently decrease the postoperative stress. 
I would like to investigate the effect of preoperative individualized 
interviews in addition to the group instruction, on preoperative and 
postoperative stress. This study is to meet part of the requirements for 
a master of science degree through the graduate school at Loma Linda 
University.
With your permission, patients will be selected by a matched-random 
method for personal interviews by myself, to give these patients the 
chance to ask questions and gain information or clarify information as 
needed.
operative teaching.
I do not believe this will create any extra activity for the nurses on the 
units as I will be doing the interviewing and testing the effects myself.
May I have permission to conduct this study in the Medical Center? I will 
be working closely with my guidance committee: Miss Lucile Lewis,
Dr. Bruce Branson and Miss Annette Ross, 
results of the study with you. 
enclosed for your convenience in answering.
I am looking forward to hearing from you soon.
This will be in addition to the regularly scheduled group pre—
These patients will also be followed postoperatively.
I will be happy to share the 
A stamped, return-addressed card is
Sincerely yours.
Barbara J. Wilde 
Graduate Student in Nursing
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25493 Van Leuven 
Loma Linda, CA 92354 
March 20, 1974
Bruce Branson, M.D.
Associate Professor of Surgery 
Loma Linda University Medical Center 
Loma Linda, CA 92354
Dear Dr. Branson:
Here at Loma Linda University Medical Center group preoperative 
instruction has been instituted for those patients scheduled for intra­
abdominal surgical procedures. It has been shown that good preoperative 
preparation makes the postoperative period smoother for the patient, his 
family and the staff providing his care. I have been wondering if this 
group preparation could be enhanced by supplementing it with an individ­
ualized interview. It seems to me that the addition of an individual 
interview would increase the effectiveness of the group instruction and 
consequently decrease the postoperative stress.
I would like to investigate the effect of preoperative individualized 
interviews in addition to the group instruction, on preoperative and 
postoperative stress. I would like to use patients scheduled for 
cholecystectomy and anterior bowel resection. These patients are 
admitted to the surgical service in the Medical Center and I would like 
your permission to carry out this study on these patients. This study 
is to meet part of the requirements for a master of science degree 
through the graduate school at Loma Linda University. I will be happy 
to share the results of the study with you.
A stamped, return-addressed card is enclosed for your convenience in 
answering.
I am looking forward to hearing from you soon.
Sincerely yours.
Barbara J. Wilde 
Graduate Student in Nursing
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Loma Linda University Medical Center
Dear Dr. Ziprick:
Here at Loma Linda University Medical Center group preoperative 
instruction has been instituted for those patients scheduled for intra­
abdominal surgical procedures. It has been shown that good preoperative 
preparation makes the postoperative period smoother for the patient, his 
family and the staff providing his care. I have been wondering if this 
group preparation could be enhanced by supplementing it with an individ­
ualized interview. It seems to me that the addition of an individual 
interview would increase the effectiveness of the group instruction and 
consequently decrease the postoperative stress.
I would like to investigate the effect of preoperative individualized 
interviews in addition to the group instruction, on preoperative and 
postoperative stress. I would like to use patients scheduled for 
abdominal hysterectomy. These patients are admitted to the gynecology 
service in the Medical Center and I would like your permission to carry 
out this study on these patients. This study is to meet part of the 
requirements for a master of science degree through the graduate school 
at Loma Linda University. I will be happy to share the results of the 
study with you.
A stamped, return-addressed card is enclosed for your convenience in 
answering.
I am looking forward to hearing from you soon.
Sincerely yours.
Barbara J. Wilde 
Graduate Student in Nursing






CONSENT FOR PARTICIPATION IN STUDY
I am conducting an evaluation of the effects of preoperative
teaching. A simple check list will be given to you to fill out before
and after your surgery in order to find out if the preoperative teaching
program changes patients’ responses to the test. To my knowledge there
will be no harmful effects. Those who participate in this evaluation
will not be identified by name in any oral or written report of the
findings.
I give my free and voluntary consent to participate in this
evaluation of preoperative teaching under the supervision of Barbara






Good evening (Mr., Mrs.) . I am Barbara. I met
you earlier today at the "Presurgical Orientation Class". Since the
class is one of our new programs I am doing a small study to see how
effective it is. I would like to spend the next half hour getting to
know you a little better and helping you with questions or concerns you
may have about your surgery and your stay here.
1. What questions do you have about the things that were 
covered in the class today?
2. Have you been able to practice the exercises?
I would like you to practice all the exercises at least 
once tonight. After you have practiced them you will know 
how to do them here in bed and you will be able to do them 
better right after surgery when you are still very sleepy.
3. What questions do you have about our hospital routines?
Many people have questions about hospital routines, such 
How does my family obtain information about my progress
Where will I go after surgery?, etc.
as:
while I am in surgery?
4. What worries or concerns do you have about your surgery? 
Sometimes it helps just to talk about them.
Most people are anxious about some aspect of surgery, 
it is natural to feel that way. People worry about the pain 
after surgery, the anesthesia, daily habits they might have 
to change, etc.
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PATIENT INSTRUCTION SHEET FOR A 
BETTER RECOVERY AFTER SURGERY*
Repeat the following exercises every 1-2 hours until you are up 
and around. Nurses will assist you if you have any difficulty or any 
questions.
i» t ?»t»iKEEP LUNGS FUNCTIONING PROPERLY





t»111 ? 11USE THE FOLLOWING METHODS
First we want the ribs to 
spread or flare on inhalation.
Place your palms over the 
sides of the rib cage.
Breathe deeply, slowly, and fully expanding the 
lower rib cage against the pressure of your hands.
The second method of breathing uses the diaphragm and produces 
an up and down movement of the abdomen.




Produce a deep abdominal cough, not a shallow throat cough.
To practice coughing:
Lie on your side
Shoulders rolled slightly forward 
Neck and spine bent forward slightly 
and knees slightly flexed 
Pillow held against incision site 
(The nurse may hold the pillow for you) 
Take 3 deep breaths. At peak inhala­
tion of 3rd breath, cough explosively 
making a long exhalation.
PROMOTE GOOD CIRCULATION
While lying face up in bed, perform the following exercises slowly, but 
with strong muscle contraction. Keep the knees straight for exercises 1, 
2, and 3.
Bend and straighten toes 3X relaxing between movements. 
Push both feet toward the foot of the bed. Relax. Pull 
toward the chin. Relax.
Circle both feet, first to the right; then to the left. 
Relax.










POSITION!!!! CHECK WITH YOUR PHYSICIAN BEFORE DOING THIS EXERCISE
PRACTICE TURNING IN BED
1. Bend one knee, planting foot firmly on bed. 
Lift opposite arm overhead (in direction of 
turn).
Roll onto side, pushing with bent leg 
(bedrails can be used to aid in turning).




To turn back again:
Bend knee of upper leg.
Place palm of top arm solidly on the side 
of bed.






SITTING ON EDGE OF BED
Practice deep breathing and coughing whenever you sit over the edge of 
the bed. Support your incision site or ask the nurse to support it for 
you.
Do each of the following exercises 3X.
1. Bend and straighten toes.
Push both feet toward the floor - relax - then bend ankles toward 
knee.
Circle both feet - first to the right - then left.





Once your doctor has given the okay for you to get out of bed and walk, 
practice getting up at least twice daily. The nurse will assist you and 
will help you gradually increase both the time that you are up and the 
distance that you walk.
61
DATA COLLECTION SHEET
Name: Room #: Hosp. #





Abd. Hysterectomy =1 
Cholecystectomy =2 
Bowel resection =3




20-39 =1 40-59 =2 60 or above =3
Incision















Present Smoker =1 Past Smoker =2 Never Smoked =3
Heavy (1 1/2 pk/d)=l Mod. (1/2-1 1/2 pk/d)=2 Light (1/2 pk/d)=3
Previous # Hospitalizations ___
None =1
1-3 hospitalizations =2
4-8 hospitalizations =3 
over 8 hospitalizations =4







1 2 3 4 5 6 7D.O.S. total
Catheteri­
zations
1 2 3 4 5 6 7D.O.S. total
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ABSTRACT
The purpose of this experimental study was to investigate the
effect of preoperative individual interviews in addition to the regular
group and incidental preoperative teaching, on preoperative and post­
operative stress. This effect was measured by the Multiple Affect
Adjective Check List (MAACL), number of postoperative analgesics, and
number of postoperative catheterizations for urinary retention.
It was hypothesized that patients receiving the individual inter­
view would (1) have lower preoperative MAACL scores on anxiety, hostility.
and depression, (2) have lower postoperative MAACL scores on anxiety,
hostility, and depression, (3) show a smaller difference between the
preoperative and postoperative MAACL scores, (4) require less pain
medication, (5) advance to oral analgesics sooner, and (6) require fewer
catheterizations for postoperative urinary retention.
A total of 25 adult patients who had abdominal surgery was in­
cluded in this study. Through random placement the control group had 12
subjects while there were 13 subjects in the experimental group. All
the subjects were scheduled for surgery the following day. Everyone
attended the group preoperative teaching class where a 15-minute film
strip depicting general preoperative and postoperative events was shown,
followed by a demonstration and practice of postoperative exercises.
The subjects in the experimental group were interviewed by the investi­
gator the evening before surgery in order to answer questions, clarify
information, and discuss fears or concerns about surgery. After the
interview they filled out the "Today" form of the MAACL. The control
ii
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subjects had no added instruction before filling out the MAACL. The
MAACL was given to all subjects on their third postoperative day.
Analgesics and urinary catheterizations required during the first post­
operative week were used as indirect measures of stress.
A one-tailed t test for significance was applied to the data
This showed the experimental groupf sfrom the two groups of patients.
preoperative MAACL scores were significantly lower than the control
group's at a pc.05. No statistically significant difference was seen
between the two groups for the other hypotheses presented.
It was concluded that the preoperative individual interview did
lower the preoperative anxiety, hostility, and depression, but did not
significantly effect the postoperative period for the patients studied.
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